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ADAMS-STOKES DISEASE WITH COMPLETE HEART BLOCK, 
SHOWING A CONSPICUOUS LESION IN THE PATH 
OP THE AUBIOULOVENTBIOULAB BUNDLE. 

By Louis Fadgeres Bishop, A.M., M.D., 

CUM CAL PH or EM On or REAR AMD CIECOLATOET DMEAJIta IM THE FO RDRAM CMTTEltaiTT 
school or medicine. mew tou citt; ramoeiAW to the Lincoln hospital 

The strong bearing of Adams-Stokes disease upon the myogenic 
doctrine that has been so fruitful in advancing precise knowledge 
of heart disease, is a good enough reason for recording the most 
typical and classical case that I have ever encountered in experience 
or litemture. 



Flo. 1.—Adcmo-Stokcs duwe. showiei the pallet put sveoverioj from ■ syncopal 
attack. with rapid pulsation risible i a the depression above the clavicle. 


The patient, Thomas M., a watchman, aged seventy-five years, 
was admitted to the Lincoln Hospital, on October 13, 1908, and 
died October 22, 1908. His family history was negative. He 
had previously had no important illness, except measles, whooping 
cough, and smallpox when a child. Later, he had muscular rheu¬ 
matism, and twenty-five years ago had a sun-stroke, but had always 
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been considered a healthy, strong, hardworking Irishman. He 
drank whiskey moderately. Syphilitic history was denied. 

On October 12, while in bed, he felt as though he was whirled 
around, and had a great buzzing in his ears, especially in his right 
one, in which he had been growing gradually deaf. After that 
he had three similar attacks, and came to the hospital complaining 
chiefly of these attacks and feeling weak. He said that the attacks 
and vertigo came on without premonition, and that between the 
attacks he felt perfectly well excepting that he was weak. 

On admission, a physical examination, made by the house physi¬ 
cian, Dr. Benjamin W. Seaman, and subsequently reviewed by me, 
showed a patient fairly well developed but poorly nourished, sitting 
up in bed with an alert and intelligent expression. He was able to 
answer questions perfectly, and gave a clear account of his symptoms. 
An examination of the chest showed the heart apex in the fifth space, 
three and a half inches from the median line. The heart was regular 
in action, except for occasional differences in the interval between 
beats, and there were no murmurs. Above the right clavicle venous 



Flo. l-Tixle o( the jugular aaj radial puliea during right artoada. 


pulsations were visible, two or three times more frequent than the 
apex beat. The patient’s eyes reacted to light and accommodation. 
The tongue was protruded straight, and was deeply coated. The 
liver was not made out enlarged. The extremities were negative 
except that the knee-jerk was not obtained. No further physical 
signs of disease were obtained. The radial artery was not thickened, 
even to the degree that would be expected in a patient of this age. 

The urine examinations revealed a specific gravity of 1020 to 
1024, no albumin, no sugar; urea, IB per cent. (9.1 grams in the 
. twenty-four hours). 

The diagnosis of Adams-Stokes disease was unhesitatingly 
made by all those who observed the patient. During his stay in the 
hospital, he was treated with potassium iodide, but his syncopal 
attacks recurred daily, and sometimes several times during the 
day. The iodide caused symptoms of iodism, and was discontinued. 
This patient was under observation for nine days, and at the end 
of that time he became delirious, and one morning his pulse dropped 
to 20, his respirations rose to 28, his temperature fell to 96°, and he 
died suddenly. 
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'pie pulse-respiration ratio, recorded while under observation, 
at intervals of four to eight hours, was as follows: 38 to 20,40 to 22, 
36 to 24, 36 to 24, 32 to 20,30 to 22, 32 to 20, 34 to 24, 32 to 20, 
36 to 22, 34 to 28, 30 to 20, 34 to 18, 30 to 20, 32 to 18, 34 to 
28, 32 to 22, 30 to 20, 30 to 20, 28 to 20, 30 to 20, 30 to 20, 32 to 
24,32 to 24, 28 to 20, 34 to 24, 32 to 24, 36 to 24,30 to 20, 32 
to 24, 32 to 24,28 to 29,26 to 24,30 to 24,32 to 20,28 to 24, 28 to 
24, 28 to 24, 28 to 24, 26 to 20, 30 to 24, 26 to 20, 28 to 26, 24 to 
28, 20 to 28. 



F»o. 3-—Heart ebowing a calcamma nodule in the region of the bundle of Hi*. 


The photograph of the patient (Fig. 1) shows him just recovering 
from a syncopal attack. In the depression visible above the clavicle 
the comparatively rapid jugular [pulsations could be seen. The 
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tracing (Fig. 2) shows the radial and jugular pulse during eight 
seconds. 

The postmortem examination was made by Dr. J. H. Larkin. 
The heart (Fig. 3) showed a calcareous nodule, situated precisely in 
the path_of the bundle of His. This nodule was evidently the cause 
of the complete heart block observed during life. 


THE TECHNIQUE OP OPERATIONS ON THE LOWER PORTION 
OP THE URETER.' 

By Charles L. Gibson, M.D., 

■cnoros.To *t. lcxc’s uoariTAL; covrclttno crxito-cbixabt ■caoEOM to tux errr 
ooirnu, xrw torx. 

In performing any operation, but more particularly in the abdo¬ 
men, a sufficient exposure of the operative field is necessary for 
efficient and safe work. There are few parts of the body where 
it is so difficult to obtain these conditions os in operations at the 
pelvic outlet, particularly when seeking to remove stones situated 
in that portion of the ureter which lies below the pelvic brim. Of 
course, it is easy enough to make a ruthless incision which resembles 
the technique of the morgue rather than the operating room; but 
in this country, certainly, we very justly do not consider that the 
mere completion of an operation spells success: we judge its 
value by the end results. For it cannot be said to be a gain for 
a patient to have the trouble caused by the presence of a ureteral 
stone replaced by a huge and weak scar which allows of eventra¬ 
tion of the abdominal contents, a condition of permanent danger 
and discomfort’ 

In work which entails opening the ureter, I assume that the 
weight of evidence is in favor of procedures which do not permit 
urine to find its way into the peritoneum. Other debatable points 
are: Shall we attempt to close an intentionally opened ureter, and, 
shall we provide prophylactic drainage against a possible urinary 
leak—in other words, shall we deliberately relinquish the opportu¬ 
nity to secure complete closure and union of this abdominal wound? 

In my judgment the ideal method of performing operations 
on the lower ureter should fulfil the following conditions: The 
incision of the abdominal wall should be of such a size and 
situation as to give an ample exposure for the easy recognition of 
the ureter, the necessary manipulations, and security from injury 
to. the other pelvic structures, particularly the iliac v essels The 
incision should be extraperitoneal. It should be possible to make 
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